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Abstract: This paper explores the subjective perception of some personal and interpersonal aspects of
the lives of transgender people and the relationship they have with their mental health. One hundred
and twenty transgender people (60 men and 60 women) participated in semi-structured interviews.
Following quantitative methodology, analysis highlighted that social loneliness is the main predictor
of lower levels of mental health (anxiety and depression) for both genders and recognized romantic
loneliness as the strongest factor among transgender men. In both cases, higher levels of loneliness
were associated with lower levels of mental health. The results have guided us to improve
institutional and social responses and have provided an opportunity to promote the mental health of
transgender people.
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1. Introduction
The mental health of transgender people is frequently disturbed in several spheres [1]. According
to this, the Minority Stress Model asserts that mental health distress is often the result of a hostile
or stressful social environment [2]. This model describes the processes by which sexual and gender
minorities are subjected to minority stress: (a) distal or external stressors (environmental), such as
exposure to discrimination and violence; (b) proximal interpersonal stressors such as feelings or
expectations that external stressors will occur and the need to protect oneself from these external
stressors; and (c) proximal personal stressors that reflect an internalization of negative attitudes and
prejudice from society. Conversely, interactive and internalized proximal resilience is also possible,
with internalization of positive self-image, use of adaptive coping skills and community attachments.
Interactive and internalized proximal stressors are frequently described as distressing. The cumulative
stressors can serve to overwhelm themselves and to lead to poor mental health outcomes [3].
Over the last decades, several studies have been focused on transgender people’s mental health
and other personal and interpersonal variables (stressors) including self-esteem and body image [4],
coping skills [5], social and emotional loneliness [6], sexual satisfaction [7] or anxiety and depression [8],
yet there are no studies in Spain analysing how all these topics are able to explain the state of
transgender people’s mental health.
This work focuses on internalized proximal stressors (self-esteem, body image and coping
skills) and interpersonal ones (social and emotional loneliness and sexual satisfaction), as well as the
associations occurring in transgender people’s mental health (anxiety and depression). To improve the
empowerment and mental health of transgender people, proximal stressors (more modifiable taking
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into account personal aspects) need to be identified, which would provide both transgender people
and professionals the opportunity to intervene.
1.1. Mental Health: Anxiety and Depression in Transgender People
The concepts of mental health and the specific nature of the relationship between anxiety and
depression have been much debated. Research from the past decades has been reviewed to assess
whether there is a quantitative or qualitative difference between anxiety and depression. Anxiety
and depression syndromes have been studied both separately and combined to determine whether a
quantitative or qualitative difference exists between them [9]. In the end, although there are several
studies supporting comorbidity between anxiety and depression [10], they are commonly perceived
as different; depressed disorders are characterized by a devaluation of self and negative attitudes
toward the past and future, whereas anxiety disorders are marked by themes of danger and anticipated
harm [11].
Although mental health problems may be self-limiting or may respond to self-help or
to lay-help [12], delaying or avoiding formal care can result in problematic consequences.
Too, the duration of untreated illness is associated with worsened outcomes in mental health problems
such as major depressive and anxiety disorders [13]. The stigma resulting from a context in which
power is exercised to the detriment of members of a social group [14], in this case, transgender
people, includes such behaviours as labelling, separation, stereotype awareness and prejudice and
discrimination. This stigma, along with mental health problems, is an important factor which
prevents people from seeking help [15]. Additionally, this stigma plays an important role in limiting
the opportunities and access to resources of transgender people in a number of critical domains
(e.g., employment, healthcare, etc.), while continuously having a detrimental effect on their mental
health [16]. A large body of literature points out that transgender people experience greater mental
health problems, such as depression and anxiety [17,18] than do cisgender individuals (cisgender
refers to those who are not transgender). Concretely, transgender people experience greater quantities
of stressors from childhood which result in an increase of mental health problems such as depression
and anxiety [19]. Transgender individuals, too, face a host of minority stressors specific to their sexual
and gender minority identities. Viewed from a broader perspective, stigmatized people may be more
susceptible to mental health problems due to the accumulation of stressors experienced over the course
of a lifetime, as opposed to simply experiencing those stressors in isolated, discrete moments [18].
In addition, many community-based surveys have found that women (with no differences
between cisgender and transgender), on average, experience depressed moods more frequently than
men, as measured by self-report scales [20]. Women also self-report higher levels of anxiety [21]. Too,
though the range of anxiety being studied varies, findings show that transgender men experience
anxiety more frequently than transgender women [8,22,23].
1.2. Proximal Stressors in Transgender People
Transgender people have been found to face multiple difficulties and interpersonal challenges [24].
Forms of rejection from family and loved ones [25], low levels of self-esteem [26] and body image
problems resulting from an attempt to reject those body parts that they do not identify with [27], are all
examples of such challenges. Furthermore, although the association between transgender status and
sexuality is commonly taken for granted and though research exists regarding improvements in sexual
functioning after transition [28] and the importance of sexual life for humans in general [29], there is
no substantial evidence pointing to sexual satisfaction in this population but rather to an unsatisfactory
sex life [30]. In any case, the importance of social relations is not unique to the transgender population;
humans are social beings who form attachments from the moment they are born [31]. They have a
fundamental, adaptive need to belong [32]. Additionally, coping skills are vital to living a successful
life and to maintaining a healthy mental health state [33,34]. Coping mechanisms, therefore, have been
theorized to buffer the effects of mental health problems which result from stigmatization [2].
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The impact that stressors have on both physical and mental health have been summarized in
previous studies [3]. This literature, however, does not take gender into account when studying
transgender status, nor have previous studies looked at transgender men or women individually.
Finally, although certain stressors were studied both separately and jointly, no comprehensive studies
yet exist in which proximal stressors are examined, including that of self-esteem, body image, coping
skills, loneliness (social, family and romantic) and sexual satisfaction.
1.3. Associations Between Proximal Stressors and Mental Health for Transgender People
Much research exists linking different stressors to anxiety and depression. A large body
of literature exists in which the relationship between self-esteem and depression is discussed.
Furthermore, there is a growing body of longitudinal studies which indicate low levels of self-esteem
predetermine depression; and correspondingly, people with high levels of self-esteem appear to have a
lesser risk of suffering from depression [35]. In the same line, several theories postulate that a higher
level of self-esteem serves as a buffer against anxiety [36]. This association was found within the
transgender population as well, in relation to both anxiety and depression [37,38].
Body image is yet another factor that plays an important role in mental health [39]. Dissatisfaction
with body image has been associated with an increase in mental health problems [40], a fact which
holds true in the case of the transgender population [41]. The reinforcement of coping strategies,
on the other hand, has proven effective in the management of issues encountered in the day to day,
specifically in the prevention of problems related to mental health [42]. In fact, problem-focused
coping predicted positive mental health outcomes among transgender youth [43] and the application
of avoidant coping strategies during transitioning to manage gender-related stress has been associated
with both depression and anxiety [8].
Interpersonal context has shown to be a major theme in the prevention or reduction of mental
health problems. General loneliness was found to be an important variable for mental health [44].
Some authors have demonstrated that the emotional loneliness resulting from being cut-off from
one’s family is the strongest variable related to issues in mental health [45]. A large percentage of
transgender individuals experience family rejection, social isolation and loneliness, which can result in
a number of negative issues including mental health problems [46].
Sexuality is also a central topic for human development [47]. Specifically, there is a reciprocal
relationship between certain mental problems such as anxiety and depression and sex problems [48].
Some studies in which other excluded populations were subjects, discovered that sexual satisfaction
predicts positive mental health [49–52]. In terms of the transgender population, most studies which
investigate sexual function are focused only on post-surgical outcomes [53].
Previous work studies the relationship that exists between different stressors and mental health
but does not take into account the role that gender may play in this relationship owing to the fact that
men and women are usually studied together [54], nor are the ways in which gender could affect the
associations between stressors and mental health yet determined.
In summary, existing research has demonstrated that self-esteem, body image, coping skills,
loneliness and sexual satisfaction are predictors of depression and anxiety. However, existing studies
have not yet examined the relationships that exist between each of these variables and how gender
moderates these relationships. The purpose of this study, therefore, is to examine the pattern of
connections among each of these variables as they relate to transgender individuals, both transgender
men and women. The current study aims to investigate (1) whether higher levels of self-esteem,
body image, proactive coping skills, sexual satisfaction and lower levels of loneliness will be associated
to better mental health and (2) whether differences exist between men and women.
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2. Experimental Section
2.1. Participants
The sample consisted of 120 transgender people residing within Spain (93.3% Spanish and
6.7% foreigners, all from South America), 60 men (female-to-male) and 60 women (male-to-female).
Participants were recruited in different cities and villages by this article’s authors. Contact was made
via phone call or emails sent to people in LGTB or Transgender non-profit organizations and internet
forums on websites aimed at LGTB or transgender information. The age range of the sample was 18
to 63 years old (M = 33.8; S.D. = 10.1). Of the participants, 19.1% had primary studies, 15% finished
secondary school, 38.3% finished professional training and 27.5% finished university. We selected
participants while maintaining a balanced number of men and women in three different reassignment
moments (i.e., persons who assumed gender without any hormonal or surgery treatment, persons in
hormonal treatment, persons in surgery reassignment process and persons who fully reassigned their
sex). After stratifying by gender and reassignment moments, they were selected under a “snowball”
sampling scheme [55].
2.2. Procedure
The people who responded positively to the recruitment method were given a standard
description of the study and were evaluated for their eligibility to participate which consisted of
the following criteria: individuals had to identify themselves as exclusively transgender at the time of
the interview, did not have any mental health problem diagnosis or current state that impede to answer
accurately to an interview (e.g., schizophrenia or being under the influence of drugs, etc.), expressed a
consistent desire to have reassignment surgery and were 18 years of age or older. Eligible participants
who expressed an interest in participating in the study were interviewed in-person at a location of
their choosing (e.g., home, cafeteria, etc.). Individuals participating in the study did so voluntarily and
there were no incentives in exchange for participation. The study was conducted in Spanish.
Face to face interviews lasting about 90 min were conducted in which each participant was orally
asked all the questions in order to assure that everything was fully understood, taking into account
the modest educational level of a considerable percentage of participants. First author of this paper
introduced herself as member of the university staff and expressed our interest in the experiences of
transgender people. Only upon establishing rapport, informing participants that they were free to
leave the study whenever they wished and that their participation was confidential and voluntary and
explicitly obtaining informed consent, did interviews commence. Upholding these ethical standards is
vital for the collection of good quality data. The Good Practice Manual for Research of CSIC (2011)




Self-esteem. The instrument used was the Tennessee Self-Concept Scale 2nd Edition (TSCS:2)
developed by Fitts and Warren as a review of Tennessee Self-Concept Scale [57,58]. The complete scale
consists of 82 statements. The items are classified into three dimensions: (1) identity and self-concept:
how does the individual see him/herself (30 items); (2) self-satisfaction or self-esteem: how does the
individual accept him/herself (30 items); (3) self-behaviour: how does the individual behave towards
him/herself (30 items). The short form is used with the first 20 questions and gives an indication
of whether a person tends to see him/herself as generally positive and consistent or negative and
variable. Scores from 1 (always false) to 5 (always true) are used, with higher scores reflecting higher
levels of self-esteem. This instrument was chosen because it is standardized, easy to administer and
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has presented a good validity showing high correlations with other self-esteem scales [57]. Cronbach’s
alpha in this study was 0.83.
Body Image. The Body Image Scale [59] was used. A higher score indicates higher levels of
dissatisfaction. On the 14-item Appraisal of Appearance Inventory (AAI), three independent observers
(the diagnostician, a nurse from the gender team and the researcher) rated their subjective appraisal
of the appearance of the subject on a 5-point scale of femininity/masculinity. Higher scores indicate
higher levels of incompatibility with the appearance of the new gender. Cronbach’s alpha in this study
was 0.93.
Coping Skills. The Coping Skills Scale summarizes the dimensions described by Lazarus and
Folkman [60,61]. It is a multidimensional instrument that assesses active coping, social support coping,
avoidant coping cognitive passivity and repression and avoidant coping behaviour or refusal.
Certain items were eliminated from the scale for use in this study as they were not considered to be
adequate indicators of the coping strategy. The scale has been adapted according to the characteristics of
the participating sample and by combining the two avoidance coping subscales into one. The response
format, however, was not altered: a scale from 1 (I have never faced a situation like that) to 4 (I have
come into contact with a situation like that many times) was applied. An exploratory factor analysis was
conducted in order to pinpoint these modifications, yielding five factors (66.95% variance explained)
that ultimately were grouped into three factors to rule out the items in our sample did not indicate the
use of the strategy for coping in the original scale: active coping strategy, coping strategies and social
support avoidant coping strategy, which account for 60.96% of the variance.
In our study, internal consistency for the subscale of social support coping corrected (7,8,13,17)
was an alpha of 0.70 for active coping subscale corrected (1,6,9,12) alpha was of 0.75 and avoidant
coping subscale corrected (2,3,4,5,14) was 0.77.
Social and emotional loneliness. The short version of the Social and Emotional Loneliness Scale for
Adults (SELSA-S) was used to measure both types of loneliness [45]. In fact, SELSA-S consists of three
subscales labelled (a) social loneliness, (b) family-emotional loneliness and (c) romantic-emotional
loneliness. Participants rated 15 items, 5 of every subscale. Items were rated on a 7-point Likert-type
scale that ranged from 1 (strongly disagree) to 7 (strongly agree). The total score of every subscale was
obtained by summing up the items, with possible scores ranging from 7 to 35. There is no total score
for loneliness because this measure comes from a multidimensional perspective of loneliness. In this
study Cronbach’s alpha was 0.83 for family-emotional, 0.77 for social and 0.74 for romantic-emotional.
Sexual satisfaction. The subscale of sexual satisfaction of the Multidimensional Sexual
Self-Concept Questionnaire (MSSCQ) was used to measure this aspect [7]. A total 5 of 5 items
were scored on a 7-point Likert-type scale (expanding upon the original 5-point Likert-type scale)
ranging from 1 (not at all characteristic of me) to 7 (very characteristic of me) comparable to a SELSA
scale. Alpha was 0.96 and 0.95 in this study.
2.3.2. Moderator Variable
Gender was recorded as 0 for transgender women and 1 for transgender men.
2.3.3. Outcome Variables
The Anxiety and Depression subscales of The Symptom Checklist of Derogatis (SCL-90-R) were
used to assess anxiety and depression [62]. Twenty-three items were scored, ten items for anxiety and
thirteen for depression. For each item the person was asked to rate severity of depression experienced
over the past week. Responses were scored on a five-point scale ranging from (1) not at all to (5)
extremely. Cronbach’s alpha was 0.92 for anxiety and 0.94 for depression,
For all the scales and subscales, a total score was obtained by adding up the individual scores and
dividing them by the number of items answered.
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2.4. Analysis Strategy
As the method of obtaining data was the interview method, no missing data was obtained; all
of the participants answered every question. After data curation, statistical techniques were used
to process the data using descriptive, Pearson correlations and hierarchical regression analysis with
the IBM SPSS 22 package (IBM, Armonk, NY, USA). Firstly, pertinent analyses were carried out to
verify the reliability, normality, independence and homoscedasticity assumptions using Cronbach’s
alpha, Kolmogorov-Smirnov test and Q-Q plots, the collinearity statistics (tolerance index and variance
inflated factor—VIF and the Breusch-Pagan test respectively. Secondly, independent samples t-test were
used to assess the statistical significance of gender differences. Thirdly, Pearson bivariate correlations
were used to explore the associations between men’s and women’s mental health and stressors.
Fourthly, hierarchical multiple linear regression analysis was used to study the moderating effect of
gender on the criterion variables (anxiety and depression). Before computing these, the assumptions of
the presence of normality, linearity and homoscedasticity, along with the absence of multicollinearity
were tested. Predictors were entered into the first step (main effects) and interactions between gender
and predictors were entered in the second step (interactions between gender and those predictor
variables that showed a different association seem to have responded in a different way in relation to
the gender of the participants). When an interaction is significant, two separate regression models for
each level of the moderator were conducted. Alpha level of 0.05 was used. Finally, power analysis
was obtained using the G*Power program [63] and heteroscedasticity between the predictor and the
criterion variable was run through the macro Heteroskedasticity SPSS [64].
3. Results
The Cronbach’s alpha showed a good reliability and the residual variance was constant with
normality distribution.
All the predictors showed a linear relationship with anxiety and depression as it was observed
in the scatterplot of the standardized residuals with the standardized predicted values. Q-Q plots
and the level of significance obtained when applying the Kolmogorov-Smirnov test (up to 0.05)
showed a good normality. When testing multicollinearity, the tolerance index values for the studied
variables were up to 0.78 for anxiety and 0.69 for depression, which indicated the independence of
the contributions of the predictor variables, producing variance inflated factor (VIF) scores lower
than 10 for all the predictors. Finally, heteroscedasticity was an accomplished assumption because
Breusch-Pagan (LM = 9.87; p = 0.20 for anxiety and LM = 3.05; p = 0.96 for depression) test was not
found significant.
3.1. Gender Differences in Proximal and Mental Health Variables
Descriptive statistics of predictor and outcome variables are displayed in Table 1 for transgender
men and women respectively. To examine whether there are mean differences based on the study
variables, t-tests for independent samples were conducted. Differences in anxiety, body image, social
loneliness and sexual satisfaction were found. Transgender women showed higher levels of anxiety,
social loneliness and sexual satisfaction and a poorer body image.
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Table 1. Descriptive statistics for men and women in predictor and outcome variables.
N = 120 Answer Range
Mean SD t p
Tr. Men Tr. Women Tr. Men Tr. Women
Anxiety 1–5 1.13 1.43 0.78 0.84 1.92 <0.05
Depression 1–5 1.65 1.89 0.94 0.98
Body Image 1–5 2.81 3.09 0.58 0.72 2.35 <0.05
Self-esteem 1–5 3.42 3.44 0.54 0.53
Active coping 1–4 2.74 2.79 0.48 0.48
Soc. support coping 1–4 2.59 2.52 0.58 0.72
Avoidant coping 1–4 2.17 2.25 0.46 0.50
Social loneliness 1–7 3.30 3.54 1.39 1.45
Family loneliness 1–7 3.78 3.54 1.67 1.77
Romantic loneliness 1–7 3.82 4.39 1.55 1.39 2.13 <0.05
Sexual satisfaction 1–5 2.53 2.91 0.99 1.10 2.01 <0.05
3.2. Proximal Aspects and Mental Health for Transgender Men and Women
Bivariate correlations of interpersonal variables with anxiety and depression for both men and
women, are shown in Table 2. All the stressors were associated with anxiety and depression except for
the case of active and social support coping strategies which were not significantly correlated with
anxiety. Similarly, high correlations were observed between anxiety and depression.
Table 2. Bivariate correlations for all the sample (men and women together).
1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11.
1. Anxiety 0.75 * −0.29 ** −0.22 * −0.09 −0.06 0.29 ** 0.40 ** 0.48 ** 0.19 * −0.19 *
2. Depression −0.53 ** −0.45 ** −0.26 ** −0.25 ** 0.58 ** 0.50 ** 0.59 ** 0.23 ** −0.41 **
3. Body image 0.41 ** 0.18 * 0.20 * −0.46 ** −0.43 ** −0.35 ** −0.17 0.51 **
4. Self esteem 0.51 ** 0.25 ** −0.36 ** −0.57 ** −0.54 ** −0.23 ** 0.33 **
5. Active cop. 0.32 ** −0.33 ** −0.35 ** −0.43 ** −0.10 0.24 **
6. Soc. supp. cop. −0.24 ** −0.18 * −0.27 ** 0.02 −0.03
7. Avoidant cop. 0.33 ** 0.39 ** 0.17 −0.33 **
8. Fam. lonel. 0.69 ** 0.12 −0.19 *
9. Soc. lonel. 0.31 ** −0.26 **
10. Rom. lonel. −0.38 **
11. Sex. satisfact.
* p < 0.05; ** p < 0.01.
To identify whether associations of stressors with anxiety and depression varied by gender,
two separate bivariate correlational analyses were conducted for transgender men and women
(see Table 3). Regarding the correlation between the stressors and anxiety, men showed higher
associations for family loneliness, whereas women showed higher associations for body image and
social loneliness. With respect to the correlations between stressors and depression, men showed
higher correlations for family and social loneliness, whereas women presented higher correlations
for body image and avoidant coping strategies, interestingly not showing significant correlations
with loneliness. Some correlations differ for men and women: anxiety and self-esteem, body image,
avoidant coping strategy and romantic loneliness, depression and active coping strategy, social support
coping strategy and romantic loneliness. These variables would be entered in the regression models as
interactions with gender (see Table 3).
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Table 3. Bivariate correlations for men and women separately (transgender men above the diagonal
and transgender women below the diagonal).
1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11.
1. Anxiety 1 0.73 ** −0.22 −0.26 * −0.01 −0.08 0.23 0.47 ** 0.52 0.29 * −0.22
2. Depression 0.77 ** 1 −0.51 ** −0.56 ** −0.20 −0.28 * 0.52 ** 0.61 ** 0.69 ** 0.40 ** −0.47 **
3. Body image −0.44 ** −0.63 ** 1 0.34 ** 0.04 0.15 −0.33 ** −0.31 * −0.21 −0.24 0.57 **
4. Self esteem −0.19 −0.36 ** 0.48 ** 1 0.49 ** 0.22 −0.36 ** −0.62 ** −0.65 ** −0.32 * 0.36 **
5. Active cop. −0.17 −0.33** 0.29 * 0.53 ** 1 0.35 ** −0.25 −0.37 ** −0.44 ** −0.01 0.12
6. Soc. supp. cop. −0.03 −0.21 0.26 * 0.28 * 0.29 * 1 −0.31 * −0.18 −0.19 −0.01 0.02
7. Avoidant cop. 0.34 ** 0.63 ** −0.60 ** −0.37 ** −0.42 ** −0.18 1 0.24 0.40 ** 0.36 ** −0.44 **
8. Fam. lonel. 0.38 ** 0.43 ** −0.51 ** −0.52 ** −0.33 ** −0.20 0.43 ** 1 0.71 ** 0.16 −0.17
9. Soc. lonel. 0.44 ** 0.49 ** −0.51 ** −0.44 ** −0.43 ** −0.32 * 0.38 ** 0.69 ** 1 0.41 ** −0.35 **
10. Rom. lonel. 0.03 0.01 0.20 −0.15 −0.23 0.08 −0.05 0.11 0.19 1 −0.47 **
11. Sex. satisfact. −0.24 −0.43 ** 0.44 ** 0.32 * 0.36 ** −0.06 −0.26 * −0.19 −0.23 −0.39 ** 1
* p < 0.05; ** p < 0.01.
3.3. Proximal Stressors as Predictors of Mental Health (Anxiety and Depression)
To test the effects of all predictor variables on symptoms of anxiety and depression, taking into
account the role of gender variable in those relationships (moderating effect), two hierarchical multiple
regression analysis were conducted using the two-step model with two steps of independent variables.
Taking into account anxiety as a criterion variable, the main effects model was significant
(F (1, 118) = 36.87, p < 0.001). This model accounted for 23% of the variance of anxiety. In order
to the study the moderating effect of gender, the interaction of each predictor with gender was also
included in a second step (i.e., self-esteem, body image, avoidant coping strategy and romantic
loneliness). The interactions model produced an increment of 4% variance and romantic loneliness ×
gender interaction was found to be significant. Hence, the interaction effects model was selected to
explain anxiety (F (1, 117) = 7.79, p < 0.01) and its observed power was 0.85. In this sense, the predictor
found to be significant for both genders was social loneliness and the predictor found only for men was
romantic loneliness. Therefore, higher scores in social loneliness were associated with higher levels of
anxiety for transgender men and women and higher scores in romantic loneliness were associated
with higher levels of anxiety only for transgender men (F (1, 58) = 32.77, B = −0.78, p < 0.001) (see
Table 4 and Figure 1).
Regarding the regression analysis conducted to explain depression, the main effects model was
also significant (F (1, 116) = 12.15, p < 0.001). This model accounted for 53% of the variance of
depression. The interaction of each predictor with gender was also included in a second step (i.e.,
active coping strategy, social support strategy and romantic loneliness) to study the moderating effect
of gender. The interactions model produced an increment of 5% variance and romantic loneliness
× gender interaction was found to be significant. Hence, the interaction effects model was selected
to explain depression (F (1, 115) = 10.84, p < 0.001) and its observed power was 0.99. In this sense,
the predictor found to be significant for both genders was social loneliness, avoidant coping strategy
and body image and the predictor found only for men was romantic loneliness. Therefore, higher
scores in social loneliness, avoidant coping strategy and a poor body image was associated with
higher levels of depression for transgender men and women, and higher scores in romantic loneliness
explained higher levels of depression for transgender men (F (1, 55) = 6.31, B = −0.49, p < 0.05) (see
Table 4 and Figure 1).
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Table 4. Hierarchical multiple regression analysis with anxiety and depression as dependent variables.
Anxiety Depression
Predictor Variables
Model 1 Model 2 95% CI(LL, UL) Predictor Variables Model 1 Model 2
95% CI
(LL, UL)





Self-esteem 0.06 0.09 0.04 0.07 (−0.05, 0.33) Self-esteem 0.05 −0.18 −0.05 −0.03 (−0.25, 0.14)
Body image −0.14 −0.11 −0.22 −0.19 (−0.19, 0.04) Body image −0.25 *** −0.35 −0.31 *** −0.23 (−0.24, −0.05)
Avoidant coping 0.12 0.10 0.13 0.10 (−0.36, 0.62) Active coping 0.07 −0.02 0.01 0.02 (−0.24, 1.23)
Family loneliness 0.13 0.09 0.17 0.13 (−0.12, 0.32) Soc. support coping −0.03 −0.10 −0.02 −0.05 (−0.97, 0.31)
Social loneliness 0.56 *** 0.50 0.51 *** 0.45 (0.33, 0.68) Avoidant coping 0.32 *** 0.40 0.33 *** 0.30 (0.63, 1.77)
Rom. loneliness 0.04 0.04 −0.01 −0.01 (−0.29, 0.10) Family loneliness 0.13 0.16 0.06 0.07 (−0.14, 0.40)
Sex. satisfaction −0.06 −0.07 −0.12 −0.13 (−0.47, 0.12) Social loneliness 0.37 *** 0.60 0.26 *** 0.27 (0.21, 0.71)
Rom. loneliness 0.02 0.05 −0.06 −0.12 (−0.34, 0.13)
Sex. satisfaction −0.11 −0.28 −0.13 −0.15 (−0.67, −0.03)
Moderator Moderator





Self−esteem × Gend. 0.48 0.50 (−0.26, 0.25) Active cop. × Gend. 0.10 0.14 (−1.9, 1.35)
Body image × Gend. 0.19 0.21 (−0.11, 0.20) Soc. sup. cop. × Gend. −0.20 −0.24 (−1.80, 0.68)
Avoidant cop. ×
Gend. 0.34 0.35 (−0.84, 1.11) Rom. lonel × Gend. −0.58 *** −0.58 (−0.95, −0.20)
Rom. lonel. × Gend. −0.46 *** −0.22 (−0.26, −0.04)
R2 0.24 0.29 R2 0.54 0.58
∆R2 0.24 *** 0.05 ** ∆R2 0.05 *** 0.04 ***
** p < 0.01; *** p < 0.001/LL = Lower Level; UL = Upper Level.
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4. Discussion
The study aimed to investigate the situation and the relationship between proximal stressors
and mental health capacity among transgender adults in Spain. Several significant differences were
found in some stressors and in the mental health of both men and women. Specifically, transgender
women were found to have higher levels of anxiety, poorer body image, higher social loneliness and
higher sexual satisfaction, similar to the results found in previous literature [65,66]. Women have
been particularly stigmatized because by transitioning from male to female and deviating from their
expected gender role, prior social status is lost [1,67]. Perhaps women show greater sexual satisfaction
due to the fact that their sexual life is a private sphere, one that is not publicly visible and, unlike other
contexts such as social relationships, it is a realm in which they can experience more freedom. There is
no literature on this subject but it has become a topic of special interest for future research.
On the subject of mental health, anxiety and depression typically occur simultaneously [68], a fact
which holds true for transgender people as well [69], although they are commonly accepted as separate
concepts [70]. Considering the association between proximal stressors and mental health, this study
investigated the effects of proximal personal (self-esteem, body image and coping skills) and proximal
interpersonal (social, family and romantic loneliness and sexual satisfaction) stressors on transgender
men’s and women’s psychological health (anxiety and depression). Identifying which are the most
important predictors and how to minimize them would be a useful tool for the design of future clinical
and research interventions. The findings are consistent with previous research in that several proximal
stressors were found to be associated with poor mental health among transgender people [8,46,71].
With respect to the ways in which these stressors are associated with poor mental health, social
loneliness accounts for anxiety in both men and women, whereas romantic loneliness only accounts for
it in men. Additionally, depression is accounted for by the level of social loneliness, body image and
the use of avoidant coping skills in both men and women, though it is only accounted for by romantic
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loneliness, again, in in the case of men. Gender differences, therefore, are only significant in the case of
romantic loneliness. These results substantiate previous findings regarding these variables and that of
psychological health in different populations. In fact, there is empirical evidence regarding the fact
that loneliness anticipates anxiety and depression [44,72–75]. There are no previous studies, however,
concerning the role of gender in regard to romantic loneliness.
On the other hand, coping skills also play a role in one’s mental health. The use of ineffective
coping skills can either hinder or promote anxiety and depression [33]. The coping strategy of
avoidance, which has shown to be ineffective in resolving complex life circumstances, causes people to
experience significant levels of distress [76]. Discomfort with body and high desire of reassignment
between the participants (at different levels) is common among members of our sample, related with a
poor mental health [27].
For the results of our study to be accurately interpreted, certain limitations must be considered.
First, the measures used in the study were all self-reported, a factor that may be associated to higher
levels of response bias. Nevertheless, self-reported measures are an effective method in which to
assess mental health [77]. Second, the study used a cross-sectional design which does not allow
for understanding causal pathways. Nevertheless, the study contributes to our understanding of
the significant association between proximal stressors and mental health, taking into account the
moderating effect of gender. Third, the use of convenience sampling limits the generalizability of the
findings, although it allowed us to access people in different situations. Fourth, the bidirectionality of
the relationship between some of the stressors and the mental health can be considered a limitation.
This issue is partially ameliorated by the fact that the outcome variables had a timeframe that was
more proximal to the reporting period, whereas the independent variables had more distal timeframes,
meaning that a larger body of literature exists in which proximal stressors foresee issues related to
mental health. Finally, no other situations of disadvantage linked to mental health (socioeconomic
status, culture, ethnicity, etc.), that could potentially have affected what was found in the analysis
have been studied. Thus, in addition to transgender experience, gender was included as an important
variable to be considered.
Future research should delve deeper, including looking into distal stressors and other mental
health indicators. It could be interesting as well to separate those who have long-term mental health
issues and those who do not. In this way, data collection and research projects are possible not only in
the short-term but long-term as well, which would then allow for a more developmental perspective.
Finally, qualitative research would allow for better understanding of subjective experiences in relation
to stressors and mental health. All these research suggestions could be useful for a better understanding
of the transgender experience.
Finally, notwithstanding the mentioned limitations and future research suggestions, the current
study contributes to the literature on the subject by (1) exploring proximal personal and proximal
interpersonal stressors and mental health in the transgender population, as well as differentiating
between men and women; (2) highlighting the relationship between proximal stressors and mental
health in this population; and (3) emphasizing the role of gender as a moderator of the relationship
between stressors, specifically romantic loneliness and mental health. These contributions could
lead to professional intervention which would promote the mental health of transgender people.
Based on our results, interventions looking to reduce social loneliness, avoidant coping strategies,
poor body image and romantic loneliness (among men) would be compelling, as would the impact
each has on transgender individuals’ mental health. Practitioners should to be aware the importance
of relationships and the impact of loneliness on in transgender’s mental health. Promoting a good
relational network, both friendships and romantic partners, has always to be considered in any
intervention with this population. In fact, working on social meaningful connections would buffer
other feelings of loneliness, such as romantic loneliness. In this case, this seems to be especially
important for transgender men in the context of romantic relationships.
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Additionally, it is known that this population lives in stressful an environment due to different
situations such as stigma, transphobia, and/or violence [1]. All these circumstances may promote the
utilization of avoidant coping strategies in order to protect themselves from distress. However, as we
have observed in this study, the use of these strategies may individuals be more prone to depression.
Finally, practitioners should focus on individuals’ body image. This is an important aspect in
order to prevent depression. Developing an accurate evaluation and intervention and also working
on individuals’ context to prevent from discrimination due to body image are important elements to
be considered.
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